Abstract
Introduction
Definition of the target population is considered a critical component of project planning and design [1] . This is because projects and programs can achieve a satisfactory level of cost-effectiveness only if they are successful in reaching individuals who are at high risk of developing the condition that the program seeks to alter. Previous research has demonstrated that successful targeting of nutrition programs has the potential to substantially enhance their impact, especially on the more severe forms of malnutrition [2] .
Targeting goals can be achieved either administratively, by explicitly specifying who is eligible to receive benefits and who is not, or by designing a "self-targeted" program that has no eligibility restrictions but is attractive only to individuals with particular characteristics. Unrestricted provision of a food supplement that is unpalatable to adults but well suited for use as a complementary food for infants would be an example of the latter approach, as would a cash-for-work program with wages so low that only the very poor would wish to participate. Administrative targeting includes geographic targeting, which can be broad (selection of a few large, subnational regions) or precise (selection of numerous relatively small communities scattered over a larger area). Administrative targeting also encompasses individual (or household) assessment mechanisms that restrict eligibility on the basis of defined characteristics, such as age or household income [3] . Many food and nutrition programs employ a mix of targeting tools to determine their final beneficiary pool, but to date there has been little documentation of the range of procedures used, or the extent to which these efforts have succeeded in concentrating program resources in favor of the most vulnerable.
In this paper, we examine three large-scale, nutrition-focused social programs in Central America and Mexico. All three programs were implemented in rural areas. We describe the methods that the programs used to determine eligibility, and show how these methods led to beneficiary pools of particular profiles. We focus 163 on two characteristics likely to affect program impact: vulnerability to undernutrition (stunting) in young children and poverty. Specifically, we examine whether children in households that would later have become eligible to enter the programs were really those at highest risk of stunting in each of the three countries, and whether those households were truly the poorest.
Materials and methods

Programs Honduras
In Honduras, the Family Allowance Program (Programa de Asignación Familiar, PRAF) began at the end of the year 2000 to implement a program of household cash transfers (PRAF/IDB Phase II) covering 40 municipalities with a total population of about 400,000. The beneficiary municipalities for Phase II operations were chosen by ranking all of the 298 municipalities in the country according to the rates of stunting observed in the VIIth National Census of the height of first-graders [4] , conducted in 1997. The 70 municipalities with the highest rates of stunting were considered eligible for the program. Three of these municipalities, ranked 52, 54, and 55, were geographically removed from the remainder and were therefore replaced with municipalities 71 through 73 in order to facilitate project operations. Of the 70 eligible municipalities, 40 were selected by lottery to actually receive the transfers.
The Phase II interventions in these municipalities actually comprise two distinct sets of household transfers: one for primary schoolchildren (aged 6 to 12) and one for pregnant women and children under 3. In this analysis, we will consider only the latter, since this is the intervention that is specifically linked to nutrition. All households in the 40 municipalities with young children or pregnant women are eligible to receive the transfer, but they subsequently lose it if they do not keep up to date with prenatal checkups, growthmonitoring, and vaccinations. The transfer has a value of just under US$4 per month, and a maximum of two beneficiaries per household is permitted.
Nicaragua
In Nicaragua, the Social Protection Network (Red de Protección Social, RPS) began in late 2000 to operate the pilot phase of a similar program. The program operates in two of the country's 17 departments, selected for their high poverty rates, reasonably good access to schools and health centers, demonstrated organizational capacity, and ease of access from the capital, Managua. Within these two departments, 6 out of a total of 23 municipalities were selected because they met all of the same criteria at the municipal level and, in addition, were already involved in a participatory microplanning program, which it was felt would facilitate project operations. Within the six municipalities, the universe of census districts (comarcas censales) was ranked on the basis of a marginality index. This index is a weighted combination of average family size, access to potable water, illiteracy rate, and access to latrines and sewage. Forty-two census districts (over two-thirds of the total) with the worst marginality indices were considered eligible to receive the transfers. Of the 42 eligible census districts, 21 were selected by lottery to actually receive the transfers.
The program interventions include two sets of household transfers: one for primary schoolchildren (aged 7 to 13) and one universal transfer. In this analysis, we will consider only the latter, since this intervention was planned to raise household income by an amount equivalent to two-thirds of the difference between the average income of an extremely poor household in the region and the cost of purchasing a minimal food basket. Virtually all households (97.5%) in the 21 census districts were eligible to receive the transfer, exceptions for those that reported owning a vehicle of some kind or more than 14 hectares of farming or grazing land. Beneficiary households are required to take part in a program of health education and to attend child growth and development monitoring sessions and keep vaccinations up to date if they have children in the appropriate age group (zero to five years). Their attendance at these sessions is monitored, and they face discontinuation of their benefits if they fail to attend. The transfer has a fixed value of approximately US$19 per household per month.
Mexico
In Mexico, the Education, Health, and Nutrition Program (Programa de Educación, Salud y Alimentación, Progresa) has been undertaking similar activities since 1996. The current analysis refers to Phase II of the program, which began making transfers in March 1998,* following an initial phase implemented in just 9 of Mexico's 32 states. Phase II was implemented in 14 states, selected for a variety of reasons, including the large numbers of poor people living there. Within these states, localities with more than two dwellings were ranked according to a marginality index based on a weighted combination of adult literacy; access to potable water, drainage, and electricity; average number of occupants per room; proportion of dwellings with a dirt floor; and share of the population working in the primary sector. Nationwide, approximately three-quarters of all localities were characterized as having high or very high marginality according to this index, and only these localities were considered for inclusion in Phase II of the program. In addition, localities with fewer than 164 50 or more than 2,500 inhabitants were then excluded, as were those that were very geographically isolated. Also excluded were those localities without easy access to primary or secondary schools. In total, Phase II of Progresa was implemented in 12,210 localities out of a total of 105,000 nationwide.
Within localities, data were collected at the household level in order to form an index that discriminated between the "poor" and the "nonpoor." The index was a weighted mean of the ratio of family members to the number of rooms in the household, the age of the household head, the dependency ratio, the level of schooling and occupation of the household head, the number of children aged 5 to 15 not attending school, the number of children under 12 years of age, and binary variables characterizing the housing and the asset holdings of the household. In the early stages of the program, the Progresa beneficiary selection method led to approximately 52% of the households in a carefully constructed evaluation sample being classified as eligible for the program benefits. However, by July 1999, Progresa had added new households to the list of beneficiaries through a process called "densification," supposedly intended to remove a bias identified in the original selection method against the elderly poor who no longer lived with their children. In effect, however, the densification process simply relaxed the income exclusion criterion, so that 78% of households in the evaluation sample were classified as eligible following this adjustment.
Like the other two programs, Progresa has an education component and a health and nutrition component. In this analysis, we consider only the latter. The health and nutrition component is made up of several elements, including a fixed monthly transfer of around US$13 per household, which is conditioned on all household members attending scheduled preventive health checkups at their nearest health center. In addition, pregnant and lactating women, children aged four months to two years, and malnourished children aged two to five years are given regular food supplements, and beneficiary families, particularly mothers, are required to attend nutrition and health education lectures. Attendance at checkups and lectures is monitored, and beneficiaries are threatened with the loss of their benefits if they do not comply. Table 1 provides a summary of the beneficiary selection procedures in each of the three programs.
Analytic methods
The current analysis focuses on economic welfare and vulnerability to undernutrition as two aspects of deprivation that are targeted by the three programs reviewed. As our measure of undernutrition, we use aged-standardized linear growth, expressed as height-for-age Z scores [6] . This indicator has been selected by a World Health Organization (WHO) expert committee as being the most appropriate for the identification of priority populations for health and economic interventions [7] . As our measure of economic welfare, we use the annualized money value of all goods and services consumed by the household, divided by the number of individuals enjoying this consumption (a quantity referred to by economists as per capita household consumption). This variable is easier to measure than household income in a developing country context and is less subject to abrupt shortterm fluctuations [8] . Deaton and Zaidi [9] present a detailed discussion of how consumption aggregates are constructed in practice.
The statistical analysis aimed to characterize the national populations of each country with respect to child anthropometric status and household income, and then to characterize the beneficiary pools of each program relative to their respective national distributions. For both anthropometric status and the proxy measures of household income, nationally representative data sources described in the following section were used to determine the cutoff points dividing the entire population into 10 equal-sized groups (deciles). For example, the 1998 Nicaragua Living Standards Measurement Survey (www.worldbank.org/lsms) was used to determine the values of the income proxy that divided the poorest 10% of households in the country from the remaining 90%, the poorest 20% from the remaining 80%, the poorest 30% from the remaining 70%, and so on, up to the 90% cutoff. Similarly, the 1996 Honduras National Micronutrient Survey [10] was used to determine the values of height-for-age Z score that divided the 10% most severely stunted children in the country from the remaining 90%, the 20% most severely stunted children from the remaining 80%, and so on. Using these cutoff values, households (in the case of the income proxy) and children (in the case of nutritional status) in the beneficiary pool were classified into the appropriate national decile. For example, the height-for-age Z score was calculated for each child under three years of age in the RPS baseline survey, and this Z score was classified into one of the 10 national deciles of height-for-age Z score determined from the 1998 Nicaragua Living Standards Measurement Survey. Assuming that the beneficiaries were drawn from a population that exactly resembled a random draw from the entire national population (no targeting), one would find equal numbers of program eligibles in each national decile group. On the other hand, if the program were effectively targeted to the most vulnerable, then one would tend to find relatively more eligibles in the lower national deciles, and fewer in the higher deciles.
Comparing expenditure (income) levels in national and beneficiary pool samples raises particular problems, since assessing household expenditures is laborious and therefore is usually restricted to relatively small survey samples. Furthermore, there is no single standardized method, so it would be difficult to ensure that data on program eligibles and nationally representative data were perfectly comparable. In the case of Honduras, PRAF/IDB Phase II households could be readily identified in the nationally representative data set, but this was not the case either for Nicaragua or for Mexico. In order to circumvent this difficulty, an alternative procedure was used for the latter two case studies. The procedure used has become familiar in the context of "proxy means testing" and is described in detail by Grosh and Baker [11] . The method involves the following steps.
First, in the nationally representative datasets described in the following section, variables strongly associated with per capita household expenditures are identified by regressing, in the nationally representative dataset, log per capita household consumption expenditure on a series of variables representing location, housing quality, family characteristics, and ownership of durable goods. All of these variables are known from previous studies to be strongly associated with poverty at the household level. Irrelevant variables (those that are not associated with the expenditure variable) are eliminated from the model by using a backwards stepwise procedure. The final models for Nicaragua and Mexico are shown in the Appendix, Tables A1 and A2. In the original application of the method, Grosh and Baker were able to explain approximately 41% of the total variation in log per capita household expenditures in Jamaica (R 2 = 0.41) [11] . Broadly similar levels of goodness of fit have been found in other applications, and indeed it is unlikely that much better predictive models will ever be forthcoming, since there is expected to be some idiosyncratic (and thus intrinsically unpredictable) variation in economic well-being, as well as short-term seasonal variation. Our model for Nicaragua explained 51% of the total variation in log per capita household expenditures, and our model for Mexico explained 56% of the variation.
The second stage of this procedure is to use the coefficients derived from these regressions to predict per capita expenditures among the universe of program eligibles. In order for this to be possible, all of the variables identified as important predictors of per capita household expenditures in the nationally representative dataset must be known for all of the program eligibles. This was the case for Progresa (Mexico) and RPS (Nicaragua), because the data collection procedures had been designed with this in mind. The resulting prediction, or score, has the significant advantage that it can be interpreted as a multidimensional measure of poverty and is independent of changes in price levels. At the household level, the score is an imprecise estimator of actual expenditure levels, but when households are grouped into large categories such as deciles, misclassification is less of a concern.
It should be noted that for child anthropometry, the exact age groups analyzed varied from country to country because of data limitations; within each country, however, the same age group was used for the nationally representative data and for the program eligibles.
Data
A variety of different data sources were used in this analysis. For each country and each indicator (child anthropometric status and household income), we used one source of data to identify a national reference distribution, and another-usually different-data source to identify the distribution of the indicator among households (or individuals) in the beneficiary pool. These latter households or individuals, who
Targeting performance of three programs in Central America and Mexico would have been beneficiaries had the program been operating at the time they were surveyed, we term eligibles. In all cases, the information used to characterize eligibles predates the beginning of the program by a small margin, in order to ensure that the data capture preintervention characteristics of the beneficiary pool, and not program impact. As far as possible, the national data are from the same time period. In the case of PRAF/IDB Phase II (Honduras), eligibles could easily be identified from the national data sources, since the only criterion for eligibility was municipality of residence, and the coverage of the program is relatively large. The various data sources used in this article are identified in table 2. Each survey is then described in some detail in the following paragraphs.
Nationally representative data on child anthropometry
The Honduran National Micronutrient Survey of 1996 is a nationally representative survey of 1,151 households, each with at least one child aged 12 to 71 months [10] . The survey was carried out by the Ministry of Health, with the administrative and logistic support of the International Eye Foundation and funding from the United States Agency for International Development. Because the sample was stratified by broad geographic region, the data must be weighted to obtain nationally representative summary statistics. Height-for-age Z scores are available for 1,705 children.
The Nicaragua 1998 Living Standards Measurement Survey is a multipurpose household survey implemented by the Nicaraguan National Statistics and Census Institute (INEC) and available from the World Bank (www.worldbank.org/lsms). Because the sample was stratified by broad geographic region, the data must be weighted in order to obtain nationally representative summary statistics. Height-for-age Z scores are available for 1,643 children under 36 months of age.
The Mexican National Nutrition Survey 1998-99 is a very large, nationally representative survey undertaken by the Mexican National Institute for Public Health (INSP) [12] . Height-for-age Z scores are available for 7,589 children under five years of age. Because a complex, multistage sampling procedure was used, the data must be weighted to obtain nationally representative summary statistics.
Data on child anthropometry: program eligibles
The Honduran National Micronutrient Survey of 1996 [10] also provides information on PRAF/IDB Phase II program eligibles, since 229 of the children surveyed (13%) were living in the 70 municipalities that later became eligible to receive the PRAF/IDB Phase II Nutrition and Health Bonus. By applying the appropriate survey weights, these children can be compared with those living in other, noneligible areas.
The RPS baseline survey was designed by the International Food Policy Research Institute for the Social Protection Network and implemented by the National Statistics and Census Institute (INEC) in 2000. Because the sample was stratified by census district, the data must be weighted to obtain summary statistics that are representative of the entire beneficiary pool. Heightfor-age Z scores are available for 755 children under 36 months of age.
The Progresa baseline survey was designed and conducted by the Mexican National Institute for Public Health in 1998 in a special evaluation sample. The sample was stratified to include each of the major regions where the program was operating, but it should be noted that two states with relatively high prevalences of stunting-Oaxaca and Chiapas-were not repre- 
Nationally representative data on the value of household consumption
The Honduran National Household Consumption, Income, Expenditure and Nutrition Survey of 1993-1994 was a nationally representative survey of 2,727 households [13] . The survey was carried out with the technical support of the IMPACT project and funding from the United States Agency for International Development. Because the sample was stratified by broad geographic region, the data must be weighted to obtain nationally representative summary statistics. Per capita household consumption expenditure was measured for all households. The Nicaragua Living Standards Measurement Survey collected data on per capita household consumption expenditure for 4,040 households out of a total of 4,209 included in the survey. However, in order to facilitate comparison with the RPS eligible households, for which contemporaneous expenditure data were not available, observed values of per capita household consumption expenditure were replaced with predicted scores (see Analytic Methods, above). The prediction equation used accounted for 51% of the total variation in the per capita household consumption expenditure variable (R 2 = 0.51).
The Mexican National Survey of Household Income and Expenditures (1996) is a multipurpose household survey undertaken by the Mexican Institute of Statistics, Geography, and Informatics (INEGI) [14] . Because the sample was stratified by broad geographic region, the data must be weighted to obtain nationally representative summary statistics. Per capita household consumption expenditure is available for 13,649 of the 14,042 households included in the survey. However, in order to facilitate comparison with the Progresa eligible households, for which contemporaneous expenditure data were not available, observed values were replaced with predicted scores (see Analytic Methods, above). The prediction equation used was associated with an R 2 of 0.55.
Data on the value of household consumption: program eligibles
The Honduran National Household Consumption, Income, Expenditure and Nutrition Survey of 1993-1994 [13] also provides information on PRAF/IDB Phase II program eligibles, since 398 of the households surveyed (15%) were living in the 70 municipalities that later became eligible to receive the PRAF/IDB Phase II Nutrition and Health Bonus. By applying survey weights, these households can be compared to those located in noneligible areas.
The RPS beneficiary census was designed by the International Food Policy Research Institute for the Social Protection Network and implemented by the National Statistics and Census Institute (INEC) in 2000. The records contain all the data required to construct a predicted expenditure score that can be directly compared with data from the Nicaragua Living Standards Measurement Survey (see Analytic Methods, above).
The Progresa Beneficiary Census (Phase II, evaluation sample) contains detailed socioeconomic data on 24,077 households in the 506 localities sampled for the evaluation of the program. The sample was stratified to include each of the major regions where the program was operating. The information in the census was that used by the Progresa administration to select households eligible for the benefits of the program. The records also contain all the data necessary to construct a predicted expenditure score that can be directly compared with data from the National Survey of Household Income and Expenditures [14] .
Results
Nutritional status
The distribution of program eligibles, according to national decile of height-for-age Z score, is presented in table 3. In each case, approximately one-fourth of program eligibles are drawn from the lowest decile of the national distribution, and 45% to 52% of eligibles are drawn from the lowest quintile. The vast majority (78% to 88%) of program eligibles are drawn from the lower half of the national distributions. In general, the three programs have very similar beneficiary profiles, although the RPS (Nicaragua) performs slightly better than the other two programs in focusing benefits on the most vulnerable.
Income proxy
The distribution of eligible households, according to national decile of income (as proxied by the predicted expenditure scores), is presented in table 4. All three programs achieve an impressive concentration of resources in favor of the poorest households in their respective countries. In the case of PRAF/IDB Phase II (Honduras) and Progresa (Mexico), 22% of eligible households are drawn from the poorest decile of the national distribution, with this proportion rising to nearly one-third in the case of RPS (Nicaragua). Approximately 40% of PRAF and Progresa eligible households are drawn from the poorest quintile nationally, and 55% of RPS eligible households fall into this category. Nearly 90% of PRAF and RPS eligible households are from the poorer 50% of households in each country, whereas only 71% of Progresa households meet this criterion. It is worth noting that, since
Targeting performance of three programs in Central America and Mexico poorer households tend to be larger, in all three cases the concentration of resources in favor of the poorest individuals in the respective countries is even higher than the respective figures for households.
The somewhat poorer performance of Progresa as compared with the other two programs is partly explained by the outcome of the "densification" procedure. Figure 1 shows that this process markedly increased the proportion of beneficiaries drawn from the upper half of the national income distribution, from 16% to 29%. Had this densification not been conducted, the profile of eligibles for Progresa would have looked very similar to that of the other two programs. Pre-densification Post-densification
Mesoamerica Nutrition Program Targeting Study Group
With respect to PRAF/IDB Phase II, it is worth noting that the demographic targeting of the nutrition and health transfer played an important role in ensuring that the poorest families captured most of the program benefits. Figure 2 shows that among households living in the 40 municipalities ultimately selected to receive the transfers, the presence of a child under three or a pregnant woman was far more common among the poorest households than among the less poor ones. It could be argued that this is because the predicted expenditure variable has been expressed on a per capita basis, making larger families with more children appear poorer. However, re-expressing this indicator on a per adult equivalent basis* attenuated but certainly did not eliminate this association: 70% of households in the poorest decile (per adult equivalent) were eligible to receive the nutrition and health transfer, as compared with 84% when the deciles were expressed on a per capita basis. Similarly, in the least poor decile, 30% of households were eligible when the deciles were expressed on a per capita basis, as compared with 34% when the deciles were expressed per adult equivalent.
Discussion
This article presents recent experiences with targeting from three large, nutrition-focused social programs in Central America and Mexico. The broad developmental goals of the three programs are comparable, and the package of benefits that they offer as a means to achieve these goals is also similar. The main finding of our study is that all three programs have achieved an impressive concentration of resources in favor of the poorest households and those most vulnerable to stunting in their respective countries.
The three programs did differ markedly in scale and in the complexity of their targeting strategies. At one extreme, the PRAF/IDB Phase II project in Honduras used existing data on child nutritional status to pick a limited number of mid-size administrative areas, with no households living in these areas excluded from the program. Phase II of Progresa in Mexico represents the other extreme: this program ranked a very large number of small communities on poverty indicators before making its selection, and then proceeded to collect data on all households within these communities in order to distinguish between the "poor" and the "nonpoor." The RPS program in Nicaragua was interesting in that it combined explicitly pro-poor geographic targeting criteria with a number of other criteria, such as organizational capacity and access to schools and health centers, that one would have expected to favor less poor areas.
We assessed the outcomes of these targeting activities by characterizing the pool of eligibles (people or households that fulfilled all the criteria necessary to become beneficiaries once implementation began) according to reference data derived from representative samples of all households and children in the countries concerned. This permitted us to determine whether the program benefits were being focused toward a group of people who were relatively "vulnerable" according to the national standards of each country or were being sequestered by a group of relatively "nonvulnerable" households. This method of characterizing the beneficiary pool by using an external reference is referred to in the economics literature as analysis of the "incidence" of the program. Unlike a number of alternative approaches, it does not consider the characteristics of those persons who are excluded from the program. It does, however, effectively capture the range of outcomes that are attainable once the coverage of the program has been agreed upon. Readers interested in a more sophisticated analysis of the economic welfare losses associated with imperfect targeting in programs like Progresa in Mexico are referred to Skoufias and Coady [15] .
Our analysis demonstrates that each of the three programs considered was largely successful in targeting households with a high vulnerability to stunting. This vulnerability was evidenced by the fact that children who would have been program beneficiaries had they been born a few years later (or could have actually become beneficiaries as soon as implementation started) had very low height-for-age Z scores accord- National deciles of pre capita household expenditure % With pregnant woman/child < 3y
Without pregnant woman/child < 3y * The following weights were used: under 3 years of age, onethird of an adult equivalent; 3 to 9 years of age, half an adult equivalent; 10 to 14 years of age, 65 or older, or unknown age, two-thirds of an adult equivalent; male 15 to 24 years of age, nine-tenths of an adult equivalent; female 15 to 64 years of age, three-fourths an adult equivalent.
Targeting performance of three programs in Central America and Mexico ing to their respective national standards. Stunting is a major nutritional problem in Central America and southern Mexico. The three programs were also successful in targeting households that were poor by national standards. This is important, because the poor are known to be at greater risk for a range of negative nutrition and health outcomes, and also for reasons of equity. There was little evidence to suggest that the use of a specifically nutritional targeting criterion conferred any particular advantage over poverty-based criteria when it came to focusing resources on children at nutritional risk. PRAF/IDB Phase II, for instance, used a nutritional criterion for targeting and yet appeared to have a more progressive incidence when judged by the income yardstick than when judged by child nutritional status. Conversely, the Phase II of Progresa used poverty-based targeting, and yet appeared better targeted when judged according to child nutritional status than when judged on the basis of household income. The targeting efficiency of the RPS (Nicaragua) was similar whether it was assessed relative to nutrition or to poverty.
We deliberately refrain from concluding that any of the three programs was "better" at targeting than the other two, for the simple reason that each country provides unique conditions and challenges and the programs were not designed to be directly comparable. Nonetheless, it is possible to identify a couple of design features of particular programs that substantially affected the targeting outcomes. Our first concern is the "densification" process in Progresa. This allegedly sought to redress a bias against the elderly poor no longer living with their children, but ended up adding to the beneficiary pool substantial numbers of households from the upper half of the national distribution of income. Second, in the case of PRAF/IDB Phase II, restricting benefits to households with young children or pregnant women proved to be a highly effective means of targeting benefits to the poorest. This finding was not dependent on expressing economic well-being on a per capita basis. It is consistent with previous work by Coady and Skoufias [16] , who showed that in Mexico, a combination of demographic and poverty targeting would produce the greatest welfare gains in a Progresa-style program. Finally, the very good targeting performance of the RPS (Nicaragua) adds weight to the conclusions of Grosh and Baker [11] and of Morris [17] , who showed, using simulation data, that geographic targeting based on very small territorial divisions tends to produce better outcomes than that based on larger divisions.
Of the three programs considered, only Progresa excluded a significant number of less-poor households within the communities that it covered. Although the Nicaraguan RPS applied a household-level exclusion criterion, this was based on characteristics so unusual in the intervention area that virtually no households were affected (just 2.5% of all otherwise eligible households). In contrast, 48% of households in the Progresa evaluation sample were excluded by the original algorithm, and 22% were still excluded after densification. Clearly, the potential benefits of conducting household-level targeting within communities depend critically on the how heterogeneous those communities are. In homogeneously poor communities, virtually no households will be excluded, and the added value of conducting the household-level screening will be minimal. Adato [18] has raised a number of important questions about the impact that household-level targeting may have had on community cohesion in the Progesa communities in Mexico. She suggests that most households found the administrative distinction between "poor" and "nonpoor" to be arbitrary. This is probably because most households in the intervention communities were clustered close to one side or the other of the administrative cutoff value for eligibility, and were thus genuinely similar. On the other hand, as programs such as those considered here expand beyond the initial "priority regions" into more heterogeneous areas, they are forced to consider carefully the costs that they would incur by including significant numbers of the less poor. Probably the most important preparatory activity for any program wishing to focus its activities on the most vulnerable is a careful analysis of the heterogeneity of potential beneficiary communities.
The cost of the different targeting strategies has not been considered in this paper. In each case, the geographic targeting was virtually cost-free, since the relevant data existed already and only had to be tabulated and examined. It is important to note, however, that the marginality indices used in Mexico and Nicaragua can only be updated following a national census, which usually happens only every 10 years. Events such as hurricanes, droughts, and sector-wide economic crises can substantially alter the geographic distribution of poverty within a country, raising doubts about the continuing validity of population-census-based measures. School-height censuses, on the other hand, are cheap and can be updated regularly. As for household-level targeting, this would have been highly costly had the three programs not in any case needed to conduct a full census of the beneficiary areas in order to set up their administrative databases. Given this requirement, the marginal cost of collecting limited poverty data for each household was small.
Conclusions
The three programs reviewed differed markedly in scale and in the complexity of their targeting strategies, yet each of them succeeded in reaching some of the poorest households in their respective countries, as well as reaching some of the children at highest risk for stunting. Although a direct comparison would be imprudent because the program settings were quite different in terms of the heterogeneity of the target population, a number of lessons may be learned for future program planning. The first of these is that-at least in Mesoamerica-it appears that data on the geographic distribution of stunting can appropriately be used for poverty targeting, and data on the geographic distribution of poverty can appropriately be used for targeting children at risk for stunting. Second, program implementers working in relatively homogeneous rural communities should think carefully before embarking on household-level screening, since this is always more costly than geographic targeting, and may in some cases have relatively few benefits. Third, demographic targeting in favor of households with pregnant women or young children will in many locations have the additional advantage of concentrating resources among the poorest households. 
